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Update: Multistate Outbreak of Monkeypox — Illinois, Indiana, Kansas, 
Missouri, Ohio, and Wisconsin, 2003 





CDC and state and local health departments continue to FIGURE. Number’ of persons with monkeypox, by date of first 
investigate cases of monkeypox among persons who had close symptom onset — Illinois, Indiana, Kansas, Missouri, Ohio, 
contact with wild or exotic mammalian pets or persons with and Wisconsin, May 15—June 13, 2003 
monkeypox (/). This report updates epidemiologic, labora- 


tory, and animal data for U.S. cases. 





Epidemiologic investigation 
\s of June 18, a total of 87 cases of monkeypox have been 

reported to CDC from Wisconsin (n = 38), Indiana (n = 24), 

Illinois (n = 19), Ohio (n = 4), Kansas (n = 1), and Missouri 3 

(n = 1). Of the 87 cases, 41 (47%) were among males. The 

median age for the 82 patients for whom age data were avail 

able was 28 years (range:1—55 years). Data on symptom onset 

were available for 78 persons (Figure). Among the 75 patients 


for whom data were available, 20 (27%) were hospitalized. 





lhe majority of patients were not seriously ill; some were 
hospitalized to facilitate proper isolation. May 


Of the 87 monkeypox cases, 20 (23%) were laboratory con- ORE GONG Say 








firmed at CDC (Table). Among these 20 patients, one was a "N= 78 

child hospitalized with severe encephalitis 3 days after devel 

oping a vesicular rash, which was originally thought to be petting the prairie dogs, and seven (25%) subsequently 
varicella-zoster virus (VZV). However, diagnostic testing for became ill with symptoms consistent with monkeypox infec 
VZV and for herpes simplex virus in serum, cerebrospinal tion. Laboratory evaluation of these children is in progress. 
fluid, and skin lesion biopsy was negative. A skin lesion 

biopsy was positive for monkeypox DNA by polymerase chain 

. D Me . . ; INSIDE 
reaction (PCR) and for orthopox antigens by immunohis 
tochemical (IHC) testing 565 Foodborne Transmission of Hepatitis A — 
‘ g. 


Massachusetts, 2001 


567 Progress Toward Poliomyelitis Eradication — Nigeria, 
January 2002-March 2003 


hips Update: Severe Acute Respiratory Syndrome — United 
ana were potentially exposed to Two prairic dogs that subse- States, June 18, 2003 


The majority of patients had direct or close contact with 
wild or exotic mammals such as prairie dogs (Cynomys sp.). In 


one instance, 28 children attending a day care facility in Indi- 570 








quently became ill and died; 12 (43%) reported handling or 
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TABLE. Number and percentage of 20 laboratory-confirmed 
monkeypox cases, by selected characteristics — United 
The MMWR series of publications is published by the States, 2003 


Epidemiology Program Office, Centers for Disease Control Characteristic No. (%) 


and Prevention (CDC), U.S. Department of Health and State 








Human Services, Atlanta, GA 30333 Illinois 
Indiana 
Wisconsin 

Age (yrs) 

SUGGESTED CITATION 6-18 

Centers for Disease Control and Prevention. [Article Title]. 19-48 

MMWR 2003;52:/ inclusive page numbers Sex 
Female 
Male 

Clinical features 
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symptom 
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Lirecto (65%) of the 20 laborator 


Office of Scientific and Health Communications 
lohn W. Ward, M.D 
Diners 


Laboratory Investigation 


/ 0 


Clinical specimens obtained from 82 patients in Illinois 


MMWR Serte 


Indiana, Ohio, and Wisconsin were forwarded to CDC for 
Hewitt, M.PA 


testing. Iwenty t of 27 patients with skin rash-lesion 
litor, MMWR Se 


specimens were laboratory confirmed for monkeypox by viral 


isolation, PCR, electron microscopy and/or IHC; four were 


for monkeypox virus; one patient was found to have 


; 
PCR testing; and two are pending. Iwo he: 
sa Fk. Rutledgs care workers in Wisconsin who were suspected initially of 
Sokolow, M.A 


acquiring disease by human-to-human transmission had no 
evidence of monkeypox-specific DNA signatures in blood and 
da G. Cupell nasopharyngeal and/or oropharyngeal swabs; culture results 
; sige 
Heilman are pending. These persons did not have a rash, and IgM test 


ing has not revealed « Vy antl orthopox Irus immune reactivity 


Animal Investigation 


| | 
lraceback investigations Of animals are ongoing to identify 


} 


Division of Public Health Surveillance how monkeypox virus was introducted into the United States 
and Informatics Preliminary results have determined that an animal vendor in 
Notifiable Disease Morbidity and 122 Cities Mortality Data Wisconsin (distributor A) sold prairie dogs to the index 
Robert F. Fagan yatient in Wisconsin; this vendor had obtained prairie dogs 
} t : 
Deborah A. Adams from an animal vendor in Illinois (distributor B), who had 
| i 
Felicia J. Connor housed prairie dogs and Gambian Plant rats (Cricetomys sp.) 
Lateka Dammond 
Patsy A. Hall 
Pearl C. Sharp 


in close proximity Because Gambian giant rats often are 


imported from regions of Africa where monkeypox is endemic, 
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traceback investigations of the Gambian giant rats were initi- 


ated. These investigations identified a shipment of animals 





from Ghana, including Gambian giant rats that were deliv- 





ered to a Texas animal importer (distributor C) on April 9. 





Distributor C’s Gambian giant rats were sold subsequently to 





an lowa animal vendor on April 15 (distributor D) who in 





turn supplied them to distributor B. The shipment of animals 





from Ghana contained approximately 800 small mammals of 





nine different species, including six genera of African rodents 





that might have been the source of introduction of monkeypox. 





hese rodent genera included rope squirrels (Funiscuirus sp.), 





tree squirrels (Heliosciurus sp.), Gambian giant rats, brushtail 





porcupines (Atherurus sp.), dormice (Graphiurus sp.), and 


i 





striped mice (Hybomys sp.). Laboratory testing of animals from 





the April 9 importation from Africa is underway to determine 





which, if any, animals in the shipment might have introduced 





the virus into the United States. 





On the basis of the epidemiologic link between the ship- 





ment from Ghana and distributor B, trace-forward investiga- 





tions have been initiated to locate animal vendors and owners 





who purchased imported African rodents from the April 9 





> 


shipment or purchased prairie dogs from distributors A, B, 





C, and D after April 15. In addition to routine sales by ani 





mal vendors, animals also were sold or traded at “swap meets 





(i.e., gatherings of animal traders, exhibitors, and buyers). An 





investigation of distributor B revealed that infected prairie dogs 





i] 
from this animal vendor might have been sold or traded at 





swap meets to unidentified buyers in Schaumburg, Illinois, 





on April 20, May 3, and May 18; Indianapolis, Indiana, on 





April 27 and May 18; and Columbus, Ohio, on April 19. In 





addition, distributor A sold infected prairie dogs at a swap 





meet in Wausau, Wisconsin, on May 11. In several instances, 





identifying individuals who purchased animals has been 





impossible. Invoices and other records are incomplete for many 





of these sales, especially those transacted at swap meets. 





Reported by: CW Langkop, MSPH, C Austin, PhD, M Dworkin 
MD, K Kelly, Illinois Dept of Public Health. H Messersmith, MPH 
R Teclaw, PhD, ] Howe MPH, |] Michael, MS, P Pontones, MA 
of Health lonkeypox In esti¢gatio; leam 
G Pezzino, MD, GR Hansen, MPH, Kansas Dept of Health and 
I nvironimejnt Vonke VPOXx Inve tigatio} Ii ah \ | \ Wi Gil VD 
]] Kazmierczak, DVM, C Williams, DVM, DR Croft, MD, S Ahrabi 
Fard, MS, L Will, PhD, HH Bostrom, JP Davis, MD, Wisconsin Dept 
of Health and Family Sves Monkeypox Investigation Team 
1 Fleischauer, PhD, M Sotir, PhD, G Hubn, MD, R Kanwal, MD 
] Kile, DVM, J] Sejvar, MD, EIS officers, CD( 
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Editorial Note: Preliminary findings from these investigations 
suggest that the primary route of monkeypox transmission to 
humans is from close contact with infected wild and exotic 
mammalian pets. Person-to-person transmission has not been 
identified in this outbreak. Investigations are underway to 
assess the possibility of secondary transmission among health 
care workers and household contacts exposed to patients with 
laboratory-confirmed monkeypox infection. 

Compared with previous reports of monkeypox among per 
sons in central Africa (2), the illness associated with the cur 
rent outbreak in the United States has been relatively mild 
Monkeypox infection in adults has been described rarely in 
\frica; among adults, previous vaccination against smallpox 
might attenuate clinical illness (3). The report of encephalitis 
in a child indicates the potentially serious consequences of 
the disease 

Because suspected cases of monkeypox might actually 
represent varicella infections, patients should be assessed fot 
history of varicella or having received varicella vaccine. Rash 
illness suspected to be monkeypox should be confirmed by 
laboratory evaluation, particularly if use of smallpox vaccine 
is being considered for purposes of monkeypox outbreak con 
trol. CDC has issued interim recommendations for use of 
smallpox vaccine, cidofovir, and vaccinia immune globulin 
(VIG) for prevention and treatment in the setting of outbreaks 
of monkey pox infections (4). 

Health-care providers, veterinarians, and public health 
officials who suspect monkeypox in animals or humans 
should report such cases to their state and local health depart 
ments. CDC requests that reports of suspect cases from state 
health departments be directed to the CDC Emergency 
Operations Center, telephone 770-488-7100. Additional 
information about monkeypox, including a revised interim 
case definition (Box), is available at http://www.cdc.gov 


ncidod/monkeypox. 
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BOX. Updated interim case definition for human cases of monkeypox, June 17, 2003 





Clinical Criteria Case Classification 
¢ Rash (macular, papular, vesicular, o1 pustular; generalized ¢ Suspect case 


or localized; discrete or confluent Meets one of the epidemiologic criteria 


bjective or measured temperature 993 and 


Fever (su 


37.4" Fever or unexplained rash and two or more other signs 


¢ Other signs and symptoms: or symptoms with onset of first sign or symptom <2] 


Chills and/or sweats days after last exposure meeting epidemiologic criteria 


Headache 
Bac kac ne ° Probable Case 
Meets one of the epidemiologic criteria 


Sore throat and 


| ymphade nopathy 


Cough Fever and vesicular-pustular rash with onset of first 


Shortness of breath sign or symptom <2] days after last exposure meeting 


alll 


epidemiologic criteria 


Epidemiologic Criteria : , 
, , | ¢ Confirme a 
° Exposure in exotic or wild mammalian pet’ obtained = ee , 
; ; Meets one of the laboratory criteria 
ical signs of illness 

symptoms, and/or rash 
Exclusion Criteria 

) pet with or with \ case may be excluded as a suspect or probable 

been in contact with monkeypox case if: 
h monkeypox ¢ An alternative diagnosis can fully explain the illness** 
OT 

¢ The case was reported on the basis of contact with an ill 
wild or exotic mammalian pet that was subsequently 

determined not to have monkeypox (e.g., another etiol 
— . o1 xplai | \ } S ; 
aboratory Criteria ogy fully explains the illness) provided other possible 


| , epidemiologic exposure criteria are not present 
solation of monkey c 


Demonstration Or 
| he case Was reported on the basis of contact with wild OI 
exotic mammalian pet with or without signs of illness that 
had been in contact with an ill animal or person that was 
determined subsequently not to have monkeypox provided 
other possible epidemiologic exposure criteria are not present 
CISSUC i : t 


O! 


oe [he case was reported on the basis of contact with a 


person who was subsequently determined not to have 
monkeypox provided other possible epidemiologic 
exposure criteria are not present 

Ol 
\ suspect case without a rash does not develop a rash within 


1 . ° 
6 days of initial identification or examination of the case 











ting a pet holding facility (e.g st store, veterinary clinic, or pet distributor 
rrels. Exposure to other exotic or nonexotic mammalian pets will be considered on a case-by-case 
ntact with a mammal with monkeypox and the compatibility of clinical illness with monkeypox 


same pet noiding facility as another animal with monkeypox 


jiagnoses include the strength of the epidemiologic exposure criteria for monkeypox, the specificity 


cal presentation and course of illness for the alternative diagnosis 
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Foodborne Transmission of 
Hepatitis A — Massachusetts, 2001 


Hepatitis A virus (HAV) is transmitted typically from per 
son to person by the fecal-oral route. Foodborne transmission 
occurs when an HAV-infected food handler contaminates food 
during preparation (/—3) or when food is contaminated dur 
ing harvesting or processing before reaching the food service 
establishment or home (4,5). Postexposure prophylaxis (PEP) 
with immune globulin (IG) can prevent hepatitis A among 
exposed persons if administered within 14 days of exposure. 
However, the decision about whether to implement PEP for 
persons who eat food prepared by an infected food handlet 
depends on an assessment of the duties performed by the food 
handler and personal hygiene while potentially infectious, 
which are often difficult to determine. This report summa 
rizes the investigation of an outbreak of foodborne hepatitis A 
in Massachusetts in which a food handler with hepatitis A, 
who was considered unlikely to transmit HAV, was implicated 
as the source. The findings underscore challenges faced by 
local and state health departments when determining whether 
PEP is appropriate. 

On October 26, 2001, the Massachusetts Department of 
Public Health (MDPH) was notified that a worker at restau 
rant A in county X had hepatitis A with symptom onset on 
October 17. On the basis of the date of symptom onset, the 
worker was considered to have been potentially infectious 
during October 3—24. The worker's primary responsibility was 
managerial, but the worker also prepared menu items (prima 
rily sandwiches that were not cooked after preparation) as 
needed and had worked most recently on October 18. Dut 
ing an interview, the worker reported frequent hand washing 
and diligent glove use while handling food; supervisors vali 
dated the worker's hygiene practices. On the basis of the 
worker's reported hygiene practices, work duties, and lack of 


gastrointestinal symptoms, health officials considered HA\ 








contamination of food prepared by this food handler unli 


KCI) 
and did not issue a public notification or recommend PEP for 
restaurant patrons. lhe worker denied any change in bowel 
habits; however, assessment was difficult because the worker 
had a colostomy and normally produced unformed stool that 
collected in an ostomy appliance. The worker reported that 
the appliance was secured under several layers of clothing and 
was never changed at work. 

On October 26, the restaurant's owners closed and cleaned 
the restaurant voluntarily. On October 27, an inspection by 
MDPH found no sanitary code violations. None of the 20 
food handlers at the restaurant had symptoms of hepatitis A, 


although none was tested serologically fo! evidence of recent 





HAV infection. The restaurant reopened after 19 food 


handlers received IG and one was excluded from work 

On November 20, MDPH was notified of six cases of hepa 
titis A among residents of county X, all with illness onset 
during November 8—15. By December 3, a total of 46 pet 
sons had been reported in county X, with illness onsets dus 
ing October 29—November 26 (Figure) compared with 
cases during the same period in 2000. The median age of 
patients was 98 years (range: 5—76 years); 31 (67%) were males. 
Of the patients who could recall where they had eaten during 
their hepatitis A incubation period (2—6 weeks before illness 


onset), 35 (76%) of 46 reported eating at restaurant A, 15 


(35%) of 43 at restaurant B, 16 (35%) of 46 at restaurant ¢ 
and nine (20%) of 45 at restaurant D. Eating at other restau 
rants was reported less frequently. 

\ matched case-control study was conducted to determine 
whether persons with hepatitis A were more likely than neigh 
borhood controls to have eaten at one of the four restaurants. 
\ case-patient was defined as a resident of county X who had 
illness onset during October 18—November 29 and had labo 
ratory confirmation of HAV infection (positive IgM anti 


HAV). Potential controls were identified by using a web-based 
neighbor search, matched by age group (2—13 years, 14—22 
vears, 23—40 years, 41-54 vears, and >55 years) and inte 
viewed by telephone. Potential controls who reported previ 
ous hepatitis A vaccination, possible hepatitis A illness during 
October 18—November 29, or a history of physician-diagnosed 
hepatitis A were excluded from participation. One neighbor 
hood control was recruited for each of 43 (93%) case-patients; 
no neighborhood control was found for the remaining thre« 
case-patients. Controls were asked about eating food from res 
taurants from October 1 (4 weeks before the earliest illness 


wee ks before 


onset of any Case-patient) to November! 


FIGURE. Number of hepatitis A cases, by week of illness onset — 
County X, Massachusetts, July 29, 2001—January 27, 2002 
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Editorial Note: 


An exact condi 


d to determine the 


nd illness; illness was 
\ odds ratio 
but not food 
} of the 43 
neighborhood controls 
rom restaurant A. An epidemio 
ether al pecific foods served at 


lines vas not performed 


of HAV RNA isolated from 


During 1992-2001, approximately 230,000 cases of hepa- 
titis A were reported in the United States (7). Although food 
handlers are not at higher risk for HAV infection because of 
thei occupation, approximately 8% of adults reported with 
hepatitis A are identified annually as food handlers (CD¢ 


unpublished data, 2003), indicating that thousands of food 
handlers have hepatitis A each year. Unlike the majority of 
persons with hepatitis A who transmit HAV only to close con- 
tacts, an HAV-infectcu food handler potentially can transmit 
HAV to many others and cause a substantial economic bur 


den to public hea [he estimated societal cost of a single 


foodborne outbre ik of hepatitis \ involving +3 cases was 
approximately $800,000; >90% of these costs were incurred 
by the public health department (8). Considerable eftort is 
involved in determining the risk for transmission from an 
HAV-infected food handler to customers 

\n interview tl includes detailed questions about job 
duties, work date lit symptoms ind hygiene is the 


ed for PEP, CDC guidelines rec 


basis for determining 


j 


; 
ommend tl considered if 1) during the time 


andler was probably infectious, the food han 

Hod Led food ae 

handled uncooked foods or foods after cook 

¢ and had diarrhea or poo! nvyvviene practices ind 2 patrons 


> 
VM X DO 


1 treated within 2 weeks ter the ext 


de identified 
9). However, because good personal hygiene is subjec 


ind difficult to corroborate or might not prevent disease 


" 


ismission completely 


| i food handler S report ot good hy 


; 
riene should not be the only criterion tor determining whether 


ification and PEP are needed. Other factors that 


personal hygiene and the potential for HAV trans 
including the presence of 


j 7 
al conditions yr the outbreak described in 


th vorkers ostomy might have compromised 


HAV transmission from a food handler with a colos 
LD. Perrotta, Ph.D., Texas 
communication, 2003 
eeded regarding hygienc prac 
tices, clinical symptoms, and viral characteristics that contrib 
ute to HAV transmission by contaminated food. However 


1 
pre ntion measures that can reduce the risk for transmission 


of HAV and other enteric pathogens also should be empha 
sized, including regular and thorough hand washing, reduc 
itn foods that are not cooked 


ire-hand cont 


equently stri r ill food handlers from working 


with food or food equipment, and providing a sick 


| ] 1 j 
leave polic so workers can discontinue working while ill (70). 
Hepatitis A vaccination should be encouraged for persons who 
are both recommended for routine vaccination (i.e., men who 


\ ' 
Nave sex with men illicit drug users and persons who plan 
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travel to countries in which hepatitis A is endemic) and are 
employed as food handlers. 

Che factors that led to HAV transmission in this outbreak 
cannot be determined. Until the determinants of HAV trans- 
mission through contaminated food are understood better, 
decisions about providing PEP to customers of food service 
establishments will continue to be based on data obtained dur- 
ing case interviews and on the judgment and experience of 
public health officials. Food handlers acquire HAV infection 
from others within their communities, and reducing food 
handler transmission of HAV will be achieved ultimately 
through routine vaccination of persons at risk for HAV 
infection within these communities. 
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Progress Toward Poliomyelitis 
Eradication — Nigeria, 
January 2002-March 2003 


Since 1988, when the World Health Assembly resolved to 
eradicate poliomyelitis globally, the annual estimated incidenc« 
of polio has decreased >99% (/,2). Nigeria is the most popu 
lous country in Africa (estimated 2000 population: 127 mil 
lion) and a major poliovirus reservoir. This report summarizes 
progress toward polio eradication in Nigeria during January 
2002—March 2003, highlighting progress in acute flaccid 


paralysis (AFP) surveillance and evidence of wild poliovirus 








(WPV) circulation in areas of lower vaccination coverage. The 
findings underscore the importance of achieving high-quality 


supplementary immunization activities (SIAs). 


Routine Vaccination 

National routine vaccination services remain inadequate. 
In 2000, an estimated 38% of infants aged <1 year received 3 
doses of oral polio vaccine (OPV) (3), and in 2001, an esti 
mated 25% of infants aged <1 year received 3 doses of OPV 
(World Health Organization [WHO] and United Nations 
Children’s Fund [UNICEF], unpublished data, 2003). 


Supplementary Immunization Activities 
Supplementary OPV vaccination activities targeting chil 
dren aged <59 months have been conducted annually in 
Nigeria since National Immunization Days (NIDs)* were 
begun in 1996 (4). During 2002-2003, the frequency of SIA 
rounds in Nigeria has been sustained. In 2002, three rounds 
of NIDs, two rounds of Subnational Immunization Days 
(SNIDs)', and additional mop-up rounds were conducted. 
As of May 2003, five rounds of SNIDs and additional mop 
up rounds had been completed; one SNID covering eight states 
in which polio is endemic and two NIDs are scheduled fot 
October and November. NIDs were conducted in October 
and November 2002, reaching approximately 36.0 and 38.9 
million children aged <5 years, respectively. SNIDs in high 
risk areas were conducted in April and May 2002 and in Janu 
ary, March, and April 2003. The first series of SNIDs targeted 
eight northcentral and northeastern states in January and 
March, reaching approximately 12.5 million children aged 
<5 years, and six states in April, reaching approximately 5.2 
million children aged <5 years. In March and April, a second 
series of SNID rounds was conducted in four northwestern 
states, reaching approximately 3.8 and 3.7 million children 
aged <5 years, respectively. In February and March 2003, two 
mop-up rounds were conducted in response to an outbreak in 
Nasarawa, a state in which no WPV had been isolated for >12 
months. In May and June 2003, additional mop-up activities 
were implemented in 16 local government areas (LGAs) in 
Benue, Kogi, and Nasarawa states. During 2001-2002, the 
number of national and international staff trained and 


deployed to plan, implement, and monitor SIAs increased 





; cop 
Mass campaigns during a short period (days) in which 2 doses of OPV are 
idministered to all children in the target group (usually those aged 


gardless of previou 


vaccination history 


similar to NIDs but confined to part of the countr 
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threefold, and independent monitoring of SIA quality indica 
tors and of social mobilization activities also was intensified 
and expanded 


National polio eradication programs analyze the OPV vac 


cination status (routine and supplemental doses) of children 
wed <5 years with nonpolio AFP as a proxy for OPV cover- 
age in the general population. During March 2002 February 


2003, the proportion of children aged <5 years with nonpolio 


A 


\FP who received >3 doses of OPV was <60% (median: 44%; 


range: 3/%—5S9' in 12 of the 20 northern states and >80% 


in two states. By contrast, during the same period, the pro 


portion of children aged <5 years with nonpolio AFP who 


received >3 doses of OPV was >80% (median: 86%; range: 


1 


83% —95 in seven of the southern states and <60% in 


one state. Alrhough >90 


of children targeted were reached 
with OPV during the 2002 NIDs and three of the five rounds 
of SNIDs conducted as of March 2003, some LGAs have failed 
reach >80% of target children. During the January and 
March 2003 SNIDs conducted in eight northern states 
Bauchi, Borno, Gombe, Jigawa, Kaduna, Kano, Katsina, and 
the number of LGAs reporting coverage of <80% 


increased from 43 (21° 203 in January to 72 (35%) of 
203 in March. Coverage in these LGAs was low because vac 
/ h 
it 


] 
cinators missed some ouses and persons in these areas were 


poorly intormed about SIAs 


Surveillance for AFP 

AFP surveillance quality is evaluated by two key indicators: 
annual reporting rate (target nonpolio AFP rate of >1 case 
per 100,000 children ag 15 years) and completeness of 
specimen collection target two adequate stool specimens from 
80% of all persons with AFP). In 2002, the nonpolio AFP 
rate was >1.0 in all 36 states and the Federal Capital Territory 
of Abuja. During 2001-2002, the nonpolio AFP rate increased 
trom 3.8 to 5.7, and the adequate stool specimen collection 
rate increased trom 68% to 84% (Table). In 2002, in 35 (95%) 
of 37 states, collection of two adequate stool specimens was 


80%. During January—March 2003, the annualized nonpolio 


AFP rate was 4.2; two adequate stool specimens were col- 
lected for 91% of persons with AFP, and 33 (89%) of 37 states 
had adequate stool specimen collection rates of >80%. 

Che AFP surveillance system is supported by two national 
WHO-accredited laboratories, one each in Ibadan (Oyo state) 
and Maiduguri (Borno state). During 2001-2002, the num- 
ber of stool specimens processed by these laboratories increased 
from 3,935 to 6,164. The rate of isolating nonpolio enterovi- 
ruses (NPEVs) is a combined indicator of the quality of stool 
specimen transport and sensitivity of laboratory processing. 
In 2002, the NPEV isolation rate was 15% at the Ibadan and 
18% at the Maiduguri laboratory (anticipated minimum: 
10%). During January-March 2003, NPEYV isolation rates 


at both laboratories were 13% and 8%, respectively. 


Wild Poliovirus Incidence 

During 2001—2002, improvements in Af P surveillance were 
associated with an increase in the number of WPV cases 
detected, from 56 in 2001 to 202 in 2002 (Table). As of March 
31, 2003, a total of 32 WPYV cases had been detected. Since 
July 2001, no WPVs have been isolated in 17 southern states 
(Abia, Akwa Ibom, Anambra, Bayelsa, Cross River, Delta, 
I bonyi, Edo, Ekiti, I nugu, Imo, Lagos, Ogun, ¢ Yndo, Osun, 
Oyo, and Rivers), or from four central states (Adamawa, 
Kwara, Plateau, and Taraba). Genetic analysis of WPV iso 
lates has demonstrated the disappearance of lineages, suggest- 
ing that many chains of transmission have been broken. 
However, intense WPV transmission continued in the north- 
ern states during 2002-2003 (Figure). During 2002, five 
northern states (Bauchi, Jigawa, Kaduna, Kano, and Katsina) 
accounted for 133 (66%) of 202 WPYV isolates. Kano state 
25%) of 202 WPVs detected during 


2002 and for 16 (50%) of 32 WPVs detected during January 


alone accounted for 51 


March 2003. In previous years in Nigeria, transmission peaked 
during September—November, but during 2002, a broader 
peak in transmission occurred during April-November, 
encompassing 178 (88%) of 202 cases; of 202 confirmed cases 


detected in 2002, a total of 95 (47%) were among children 


TABLE. Number of confirmed wild poliovirus (WPV) cases and key surveillance indicators, by year — Nigeria, January 2001—March 


2003* 





No. Serotype distribution 
of WPV isolates’ 


confirmed 


% persons with 


Nonpolio AFP with adequate 





Type 3 AFP rate’ stool specimens** 





Year WPV cases Type 1 Type 2 


2001 56 35 
2002 202 174 


2003 3 10 


67 


84 





* As of March 31, 2003 
In 2001, one specimen tested had bot 1 and type 3 isolated 
« Acute flaccid paralysis 
Per 100,000 children aged <15 years (n 


* Two stool specimens collected at an inter 


1 expected annual rate 


one case per 100,000); rate for 2003 is annualized 
it least 24 hours, within 14 days of paralysis onset, and adequately shipped to the laboratory 
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FIGURE. Distribution of wild poliovirus (WPV) isolates from acute flaccid paralysis cases — Nigeria, January-December 2002 


and January-March 2003* 





January—December 2002 


O WPYV, type 1 
L\ WPYV, type 3 





January—March 2003 








* As of March 31, 2003 


aged <2 years; of 167 patients for whom vaccination status 
was reported, 33 (20%) had never received OPV. 

Reported by: Federal Ministry of Health; Country Office of the World 
tealth Organization, Abuja, Nigeria. Vaccine Preventable Diseases 


World Health Organization Regional Office for Africa, Ha 


ica thidie 


Zimbabwe. Vaccines and Biologicals Dept, World Health Organization 
Geneva, Switzerland. Div of Viral and Rickettsial Disease 

Center for Infectious Diseases; Global Immunization Di 
Immunization Program, CD¢( 


Editorial Note: During 2002-2003, AFP surveillance 
improved substantially in Nigeria. The genetic sequencing data 
from polioviruses isolated indicate that several genetic lineages 
have been eliminated. Demonstration of the absence of wild 
virus circulation in 14 southern states since 2001 is encourag- 
ing and provides evidence that implementation of similar high- 
quality eradication activities can interrupt transmission in the 
northern states. Other achievements during 2001-2002 
include increased frequency and improved implementation 
of SIA monitoring and regular analysis of SIA quality indicators. 

Despite progress, Nigeria remains one of three global polio- 
virus reservoirs (along with northern India and Pakistan) whose 
low routine OPV vaccination coverage and high population 
density favor poliovirus transmission. Several factors raise con- 
cern about the quality of SIA implementation. During 
January—March 2003, despite sustained implementation of 
SIAs targeting high-risk states, the number of areas in which 
OPV coverage was <80% increased. During 2002, the num- 


ber of persons with confirmed WPYV increased approximately 


fourfold, and 20% of these persons had never received OPV. 
Che detection of substantial numbers of confirmed cases out 

side the peak transmission season in 2002 and the isolation of 
WPV type 3 from 22 patients during January-March 2003 
(i.e., during the seasonal low point of transmission) suggest a 
persistent gap in population immunity in northern states. 
Improved SIA monitoring has attributed low vaccination coy 

erage to houses being missed by vaccinators and pockets of 
poorly informed parents. These findings indicate a need for 
higher quality vaccination activities overall, including better 
planning, more coordinated social mobilization and commu 
nication activities, and continued intensive monitoring. For 
SIAs to be improved, the high degree of political commit 

ment that exists at the national level should be translated into 
greater involvement and accountability at the state and LGA 
levels. 

In addition to SIA activities, the government of Nigeria is 
working with partners to strengthen routine vaccination. In 
2002, with the support of WHO and UNICEF, the country 
developed a 5-year cold chain rehabilitation plan. With a grant 
from the Global Alliance for Vaccines and Immunization vac- 
cine fund in 2002, the Ministry of Health (MOH) is devel- 
oping new interventions, including training of health-care 
workers in charge of vaccination services at state and local 
government areas and a review of the vaccine distribution 
system. MOH also has received technical support from newly 


recruited national consultants to assist in planning, 
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implementation, and monitoring of the vaccination services 
it the state level 

Upcoming planned activities include SNIDs in September 
2003 in the northern states (the extent to be determined at a 
meeting of an expert advisory group in July) and NIDs in 
October and November 2003. Close collaboration between 
the government and its global partners has been critical in 
sustaining eradication activities in Nigeria and will continue 
» achieve 


, ' 
to be essential t polio eradication 


References 


on 








Update: Severe Acute Respiratory 
Syndrome — United States, 
June 18, 2003 


CDC continues to work with state and local health depart 
ments, the World Health Organization (WHO), 
partners to investigate cases of seve cute respiratory syn 
drome (SAI [his report updates reported SARS cases 


United States and summarizes changes 


ind other 


ommendations fo! provinces In ( hina with the 


Beijing, where a travel advisory remains 


During November 1, 2002—June 18, 2003, a total of 8,465 


) 


probable SARS cases were reported to WHO from 29 coun 


tries, including 75 trom the United States; 801 deaths (case 


fatality proportion: 9.5%) have been reported, with no 


SARS-related deaths reported from the United States (/). In 
the United States, a total of 409 SARS cases have been 
reported from 42 states and Puerto Rico, with 334 (82%) 
cases classified as suspect SARS and 75 (18%) classified as 
probable SARS (i.e., more severe illnesses characterized by the 
presence of pneumonia or acute respiratory distress syndrome) 
(2). Serologic testing for antibody to SARS-associated 
coronavirus (SARS-CoV) infection has been completed for 
136 suspect and 45 piubable cases. None of the suspect cases 
and eight (18%) of the probable cases have demonstrated 
antibodies to SARS-CoV, all of which have been described 
previously (3,4). Of the eight laboratory-confirmed SARS 
patients in the United States, seven had traveled to areas with 
documented or suspected community transmission of SARS 
within the 10 days before illness onset. Of these, four reported 
travel to Hong Kong Special Administrative Region, China; 
two to Toronto, Canada; and one to both Singapore and 
laiwan. The remaining laboratory-confirmed SARS patient 
is the spouse of a laboratory-confirmed SARS patient that 
had traveled to Hong Kong. 

On June 17, CDC downgraded its travel advisory for Main 
land China to alert status for all provinces except Beijing, where 
the travel advisory remains in effect (5). These changes reflect 
data reported to the World Health Organization by the 
Chinese Ministry of Health which indicate that SARS trans 
mission in Mainland China (other than in Beijing) is limited 
to a small number of specific settings through direct person 
to-person spread; no evidence exists of ongoing community 
transmission, and monitoring by the Ministry of Health indi 


cates that no new outbreaks of illness in these provinces. 


Reported by: State and local health departments. SARS Investigat 
leam, CD 
References 
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FIGURE I. Selected notifiable disease reports, United States, comparison of provisional 4-week totals June 14, 2003, with historical 
data 


CASES CURRENT 
DISEASE DECREASE INCREASE 4 WEEKS 


lepatitis A, Acute 289 
2patitis B, Acute 995 


ee 


spatitis C, Acute 80 
Legionellosis 
Measles, Tota 
Meningococcal Infections 
Mumps 


Pertussis 


te 
Rubella 





0.03125 0.0625 0.125 


Ratio (Log Scale) 


Beyond Historical Limits 


* No rubella cases were reported for t 
' Ratio of current 4-week total to mear 


begins is based on the mean and tw 


TABLE |. Summary of provisional cases of selected notifiable diseases, United States, cumulative, week ending June 14, 2003 (24th Week)* 





Cum. Cum. Cum. Cum. 
2003 2002 2003 2002 


Anthrax 1 Hansen disease (leprosy) 22 40 








Botulism - . Hantavirus pulmonary syndrome 12 


foodborne ; Hemolytic uremic syndrome, postdiarrheal 55 

infant 2 32 HIV infection, pediatric 108 

other (wound & unspecified) Measles, total 17° 
Brucellosis 3< 5 Mumps 99 
Chancroid 5 : Plague 
Cholera - 2 Poliomyelitis, paralytic 
Cyclosporiasis 2 Psittacosis 
Diphtheria - Q fever 
Ehrlichiosis Rabies, human 

human granulocytic (HGE) 33 . Rubella 

human monocytic (HME) 32 Rubella, congenital 

other and unspecified 3 é Streptococcal toxic-shock syndrome 
Encephalitis/Meningitis Tetanus 

California serogroup viral . - Toxic-shock syndrome 

eastern equine Trichinosis 

Powassan Tularemia 

St. Louis - Yellow fever 

western equine 




















No reported cases 
* Incidence data for reporting years 2002 and 2003 are provisional and cumulative (year-to-date) 
Not notifiable in all states 
> Updated monthly from reports to the Division of HIV/AIDS Prevention — Surveillance and Epidemiology, National Center for HIV, STD, and TB Prevention 
~ (NCHSTP). Last update May 25, 2003 
Of 17 cases reported, 15 were indigenous and two were imported from another country 
** Of 14 cases reported, seven were indigenous and seven were imported from another country 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending June 14, 2003, and June 15, 2002 
Encephalitis/Meningitis 
West Nile 





(24th Week)* 
Coccidiodomycosis Cryptosporidiosis 
Cum. Cum. Cum. Cum. Cum. Cum. 
2002 2003 2002 


Chiamydia' 


Cum Cum 
2002 2003 2002 2003 














9 51 








Reporting area 2003 





rm fh r 
f Northern Mariana | { 


ar 





sence Gata for rer ] U2 and 
Chlamydia refers t er yr by C. trac nat 
Updated monthly fror f iv n of HIV/AIDS | ¢ f c National Center for HiV, STD, and TB Prevention. Last update 

cr diseas invasive, group A and ~Streptococct 


May 25, 2003 
* For Net faSka jata | ner t A 5 ind \ mer ( < WISE [ JSSIS 
[ Surveill Sy (NEDSS 


JS pneumomae (invasi\ 


lected by using the 
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TABLE Ii. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending June 14, 2003, and June 15, 2002 


(24th Week)* 





Escherichia coli, Enterohemorrhagic (EHEC) 





0157:H7 


Shiga toxin positive, 
serogroup non-0157 


Shiga toxin positive, 
not serogrouped 


Giardiasis 


Gonorrhea 





Cum. Cum. 
Reporting area 2003 2002 








Cum. Cum. 
2003 2002 





Cum. Cum. 
2003 2002 





Cum. 
2003 


Cum 
2002 





Cum 
2003 


Cum 
2002 





UNITED STATES 


NEW ENGLAND 
Maine 

N.H 

M ass 

RI 

Conr 

MID. ATLANTIC 
Upstate N.Y 

N.Y. Cit 
N.J 


Pa 


y 


E.N. CENTRAL 


Or 


1. CENTRAL 





U: Unavailable 


ring years 200. 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending June 14, 2003, and June 15, 2002 


(24th Week)’ 





Reporting area 


Haemophilus influenzae, invasive 





All ages 
All serotypes 


Age <5 years 


Hepatitis 


(viral, acute), by type 





Serotype B 


Non-serotype B 


Unknown serotype 


A 








Cum Cum. 
2003 2002 





Cum. Cum. 
2003 2002 





Cum. Cum. 


2003 2002 





Cum. Cum. 
2003 2002 





Cum. 
2003 


Cum. 
2002 





UNITED STATES 


NEW ENGLAND 


50 891 


5 16 


112 149 


17 11 


4 


2,637 


ows. 


nNo—- O 
o- Of 


> NM 
un + Oo 
—~OO © se) 


O 


Noo--s. 


4 


4,524 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending June 14, 2003, and June 15, 2002 


(24th Week)* 





Hepatitis (viral, acute), by type 





B 


Cc 


Legionellosis 


Listeriosis 


Lyme disease 








Reporting area 


Cum 
2002 





Cum 
2003 


Cum. 
2002 





Cum. Cum. 
2003 2002 





Cum. Cum. 





Cum | 


Cum 
2002 





UNITED STATES 


NEW ENGLAND 
Maine 
N.H 
Vt 


Mas 


39090 


1 


466 


861 


2003 2002 


2003 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending June 14, 2003, and June 15, 2002 


(24th Week)* 





Malaria 


Meningococcal 
disease 


Pertussis 


Rabies, animal 


Rocky Mountain 
spotted fever 








Cum 
2003 


Cum 








Cum. Cum. 





Cum Cum. 





Cum. Cum. 
2003 2002 





Reporting area 


f 


2002 


Cum Cum. 
2003 2002 


44 


2003 2002 


13 Gg 


2003 2002 


104 260 


on 
5€ 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending June 14, 2003, and June 15, 2002 
(24th Week)* 





Streptococcus pneumoniae, invasive 





Streptococcal disease, Drug resistant, 
Salmonellosis Shigellosis invasive, group A all ages Age <5 years 




















Cum. Cum. Cum. | Cum. Cum. Cum. Cum. Cum Cum. | Cum 
Reporting area 2003 2002 2003 2002 2003 2002 2003 2002 2003 2002 








UNITED STATES » 46 4,148 1 é 834 3,08 

NEW ENGLAND 597 760 ) 2 > ¢ 2 4 
Maine é 63 

N.H 


Mass 


> 


») 


MID. ATLANTIC 
Upstate N.Y 


t 


Aivec 
N.Y. Uily 


Ai | 


J 


‘ 
Pa 





U: Unavaiiabie 
sporting year 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending June 14, 2003, and June 15, 2002 
(24th Week)* 





Syphilis Varicella 
Primary & secondary Congenital Tuberculosis Typhoid fever (Chickenpox) 
Cum Cum . Cum. Cum. Cum. Cum. Cum. Cum 
Reporting area 2003 2002 2002 2003 2002 2003 2002 2003 
NITED CTATE ‘ 39 ; 187 210 5,433 107 144 6,486 





























ATE 3,042 
RQ 9 1 105 

607 

400 


ar 
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TABLE Ill. Deaths in 122 U.S. cities,“ week ending June 14, 2003 (24th Week) 





All causes, by age (years) 


All causes, by age (years) 





Reporting Area 





All 





P&l' 
Total 


Reporting Area 


All 








Pal’ 
Total 





W ENGLAND 
Mas 


Ages >65 45-64 | 25-44) 1-24 <1 


443 29 ) 





Ages >65 45-64 | 25-44 | 1-24 





r the 


current week. Complete unts 








June 20, 2003 





The Morbidity and Mortality Weekly Report (MMWR) Series is prepared by the Centers for Disease Control and Prevention (CDC) and is available free of charge 
in electronic format and on a paid subscription basis for paper copy. To receive an electronic copy each week, send an e-mail message to /istserv@listserv.cdc.gov. The 
body content should read SUBscribe mmwr-toc. Electronic copy also is available from CDC's World-Wide Web server at Attp://www.cdc.gov/mmur or from CDC's 
file transfer protocol server at ftp://ftp.cdec.gov/pub/publications/mmwr. To subscribe for paper copy, contact Superintendent of Documents, U.S. Government 


Printing Office, Washington, DC 20402; telephone 202-512-1800. 


Data in the weekly MMWR are provisional, based on weekly reports to CDC by state health departments. The reporting week concludes at close of business on 
Friday; compiled data on a national basis are officially released to the public on the following Friday. Address inquiries about the MMWR Series, including material 
to be considered for publication, to Editor, MMWR Series, Mailstop C-08, CDC, 1600 Clifton Rd., N.E., Atlanta, GA 30333; telephone 888-232-3228. 


All material in the MMWR Series is in the public domain and may be used and reprinted without permission; citation as to source, however, is appreciated. 
All MMWR references are available on the Internet at http://www.cde.gov/mmwr. Use the search function to find specific articles. 
Use of trade names and commercial sources is for identification only and does not imply endorsement by the U.S. Department of Health and Human Services. 


References to non-CDC sites on the Internet are provided as a service to MMWR readers and do not constitute or imply endorsement of these organizations or 
their programs by CDC or the U.S. Department of Health and Human Services. CDC is not responsible for the content of these sites. URL addresses listed in 


MMWR were current as of the date of publication. 


U.S. Government Printing Office: 2003-533-155/69123 Region 





EECOE VO 'VANVUY 


SSAINISNG WWIDIisasAO 
(DGD) NOILN3SAS34d GNV IONLNOD 3SV3ESIC 4¥O4 SUSBLNAD 


UD 
Om 
wo 2 
OO 
x 9 
=~ 
g > 
ial 
> 
fe 
2) 
S 
” 
— 
O 
z 


v 
D 
oO 
O 
= 
m 
on 
—4 
z 
Tl 
oO 
0 
= 
> 
= 
oO 
z 
ge 
0 
< 
z 
G) 


GQ31iS3N03y ADIANAS NYNISY 
OO€$ ASN BLVAINd HOS ALIVNAd 





SGL9Z911 9E0E6 9020 


> 
Z 
Zz 
P 
rs) 
@ 
O 
2 
& 
Bs 
ios) 
8 
@ 
ps 
e2) 


L000 
| 


| 


SADIANSS NYWNH ONY HL1V3H AO INASW1LYVd3a 


eee ypeepegpepy 


“CL VLOP-p x4 


bC90SO0080 #yYL 


Te 


c 
IEI8IEW BAISUaS EWI) 


€SOOE00 


g 


L6z-9 


9OLEr AIZ 
PJEPURIS peLOseaiy 
XWY 
biey ebejsoy sn 


Id) 


S821N85 XWY 
RIA Pessac0ig 




















